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Consolidated Omnibus Budget Reconciliation Act of 198.5 [COBRA] and the Omnibus Budget Reconciliation Act of 1989 [OBRAD has required that hospitals that meet Medicare "conditions of participation" must evaluate any unstable patient or woman in labor (regardless of insurance or payment status) who arrives at the hospital's ED. A hospital must (within its staffing and equipment capabilities) do what is necessary to stabilize the patient before transferring that patient to a different facility, a mandate set in place to counter inappropriate transfers for economic reasons (a practice widely characterized as patient "dumping").
The legislation poses several complexities for individual hospitals and for an integrated EMS system, in which transfers can play a considerable role. First, the level of service required before a patient can be discharged or transferred may not be clear; for hospitals with comparatively minimal EDs or with extremely overcrowded EDs, pressures for staffing and equipment (and consequent costs) may be intense. Second, acceptable grounds for transfer or refusal of further care need to be defined clearly. Cases in which the primary reason for the transfer is explicitly identified by the sending facility or physician as "indigent" or in which no specific reason is given are certainly suspect, but many other cases may be less conclusive.
Third, who makes the assessment to determine that a patient is stable (and able to be transferred) or unstable (and thus eligible for care in the original facility) may be a critical factor. Decisions may differ depending on whether the assessment is made by a physician or a nurse, or whether the clinician making the assessment has special training in emergency medicine. Fourth, dumping can be a particular problem for pediatric tertiary centers. In particular, referring hospitals can claim that they are transferring patients to a higher level of care (i.e., a solely pediatric institution) when the reasons may be more economic than medical. Fifth, COBRA and OBRA can complicate efforts to make appropriate referrals to primary care providers, if ED obligations to patients without a need for emergency care are not clear.
The demands created by these requirements along with the financial burden of inadequately reimbursed care are leading some hospitals to limit or eliminate the emergency services they provide. Thus, the net effect may prove to be a reduction in the health care resources available to the very patients whom the legislation was intended to help. Again, the committee did not explicitly take up the topic of evaluating the impact of COBRA and OBRA on EMS and EMS-C—in part because their overall impact is still noi well documented or understood and in part because doing so would have exceeded its charge. As with other matters raised here, the committee suggests that the proposed national advisory council might be well advised to consider this issue.le objectives. It will also demand that a considerable array of difficult topics be competently addressed: who pays;1997"; funding had been $5 million for each of FY 1991 and 1992. This bridging authorization is basically a means of ensuring some continuity in the EMS-C effort until action can be taken on the IOM committee's recommendations.  For example, these statutes have mandated complete state coverage of pregnant women and children up to fi years of age who arc in families with incomes below 133 percent of the federal poverty level, with subsequent coverage phased in, one year at a time, for all children through 18 years of age with family incomes less than 100 percent of poverty (Lee, 1992; Wcissert, 1992).   Some health care reform proposals appear to be predicated on the need lo address access problems that affect disadvantaged populations, which clearly include intolerably high numbers of children (NRC/IOM, 1992a).
